Introduction
Nutrition is vital for optimal growth and development. Unhealthy feeding/eating environments (e.g., inappropriate foods served or lack of division of responsibility) put children at risk for poor nutrition (Satter 1995; Savage et al. 2007 ). Young children with poor nutrition are at risk for growth, behavioural and developmental problems, including overweight/obesity (Thompson et al. 2014 ).
Delayed, inadequate or inappropriate nutrition intervention and management has both short-and longterm health consequences for growing children, including iron deficiency (Christofides et al. 2005; Paoletti et al. 2014) , and lay the foundation for chronic diseases such as diabetes, heart disease, obesity, and osteoporosis (Halfon et al. 2012 ).
Nutrition screening identifies those at nutritional risk who may be asymptomatic, using characteristics of known nutrition problems for the purpose of assessment and treatment ("ethical screening") (American Dietetic Association 1994; Kondrup et al. 2003; Rush 1997) . Because eating habits and patterns are established at an early age, it is important to address the foundations of healthy eating and a healthy lifestyle during the toddler and preschool periods.
Thus, screening has this secondary purpose of increasing awareness of potential nutritional problems for parents and care providers. Screening to facilitate early action, where intervention may be less intensive and costly than assessment, is crucial in effective primary health care D r a f t 6 Ontario as an accountability indicator (Ontario 2014) and New Brunswick (New Brunswick Public Health 2012) , and is used in research and primary care (Persaud et al. 2013; Watson-Jarvis et al. 2011) .
Since the release of the preschool NutriSTEP ® , other pediatric nutrition risk screening tools have been developed, but are for use in acute/hospital settings (Gerasimidis et al. 2010; Hulst et al. 2010; McCarthy et al. 2012; Secker and Jeejeebhoy 2007) . A gap continues to exist for identifying nutrition risk in community-living toddlers. A recently-developed Australian questionnaire focuses on toddlers' food group intake (Bell et al. 2014) ; however, it does not include other diverse nutrition risk factors, such as physical growth and development, physical activity and sedentary behaviour, and family factors related to nutrition. Other toddler questionnaires address only caregiver feeding behaviours and practices (Chaidez et al. 2011; Hurley et al. 2013) and not other nutrition risk factors.
During the implementation of the preschool version of NutriSTEP ® , exploring the validation of NutriSTEP ® for children of 18 months of age was suggested (Watson-Jarvis et. 2011), as this age group has unique nutritional issues and risks that are different from preschoolers. Additionally, a senior public health official in Ontario (S. Basrur (personal communication, 2006) ) suggested that a nutrition risk questionnaire for this age group was needed to complement universal screening for 18 month old children in Ontario that began in 2009 (Ontario Ministry of Children and Youth Services 2011) .
The preschool NutriSTEP ® has four risk factor areas (attributes): food and fluid intake; physical D r a f t 7 developmental milestones related to food and fluid consumption, and feeding relationships were considered for inclusion.
The overall purpose of this article is to describe the development, reliability and validity testing of Toddler NutriSTEP ® for children 18-35 months of age. The ultimate goals of this screening tool are three-fold: to identify toddlers who require a nutrition assessment to diagnose and treat their impaired state; to provide referrals for needed services; and, to track population-level nutrition risk in toddlers.
Subjects and Methods

Design
Toddler NutriSTEP ® was developed in four phases ( 
Subjects
For all phases, convenience samples of parents/caregivers of toddlers from ethnically, geographically, and socio-demographically diverse backgrounds in rural and urban areas throughout Southern and The content of the draft Toddler NutriSTEP ® was reviewed by 13 (an appropriate number (Streiner and Norman 2008) ) registered dietitians (RDs), with expertise in pediatrics and with a variety of work experience from across Canada. These experts not only confirmed the content of the questions but also verified language to promote clarity (Keszei et al. 2010 ). An online survey (pre-tested with nutrition graduate students) was used to rank draft questions based on their relative importance to further confirm content and identify items less relevant for potential exclusion. Further, a group teleconference with the same RDs, using a discussion guide, was used to address each proposed
Toddler NutriSTEP ® question, clarifying concerns or language, to reach consensus on final questions.
Phase B. Refinement
The objective of this phase was to refine and finalize the draft Toddler NutriSTEP ® .
Key intercept interviews were conducted by six trained research assistants to ensure that wording of question stems and response options was understandable, user friendly, and culturally-appropriate to diverse parents. The goal was to recruit approximately 100 participants (Streiner and Norman 2008 1 The question stems are given in Supplementary Material (Table S1 ).
D r a f t
A sample size of approximately140 participants was desired and considered more than adequate based The validation phase involved two visits with the parents/caregivers and toddlers by one RD with expertise in pediatrics who conducted a comprehensive nutritional assessment of the toddlers. At the first visit, parents/caregivers completed the draft Toddler NutriSTEP ® which was then placed into a sealed envelope so that the RD was blinded to responses. Toddlers' weights were measured (to 50 g) in triplicate using a calibrated scale, with a removable weighing tray for younger toddlers (Tanita Digital Baby Scale (1584), Arlington Heights, IL, USA). Height (to 0.1 cm) for toddlers ≥24 months of age was measured using a portable stadiometer (Road Rod (214), SECA, Chino, CA, USA); length (to 0.1 cm) was measured using a portable measuring mat for toddlers <24 months of age ( 
Data analysis
All quantitative data were entered in duplicate to check for accuracy. Data analysis was conducted with SPSS (version 20, IBM Inc., Chicago, IL, USA) or SAS (version 9.3, SAS Systems Inc., Cary, NC, USA). Demographic information was analyzed using descriptive statistics. Test-retest reliability was assessed via intra-class correlations (ICC), Wilcoxon signed rank tests, Pearson's correlation, and a paired sample t-test (Jones 2004b; Streiner and Norman 2008) . Kappa statistics, ranging from 0-1, with higher values indicating greater reliability, were also calculated for individual questions (dichotomized into 'risk' and 'no risk') to determine if they were significantly different across the two occasions (Jones 2004b). To assess validity, scores (0-68) on the Toddler NutriSTEP ® were compared to the RD risk rating using ROC curves that were created using moderate (≥5) and high risk (≥8) cut-points on the 10-ten point RD rating scale (Streiner and Cairney 2007; Streiner and Norman 2008) . A high AUC indicates that the measured variable is consistent with scoring of the criterion (Streiner and Norman 2008 
Results
Subjects
As shown in Table 1 Results of the tests for construct validity are shown in Table 4 . As hypothesized, NutriSTEP ® scores were significantly lower (lower risk) for parents born in Canada, with higher household income, and higher levels of education.
Discussion
The major outcome of this research is the successful development of a valid and reliable nutrition risk questionnaire for toddlers. The validation results (i.e., AUC 83% and 85% for moderate and high risk, respectively) are slightly better than for the original NutriSTEP ® (i.e., AUC 82% and 74% for moderate American mothers (n=297) (Hurley et al. 2013) , and relatively advantaged samples in Australia (n=111) (Bell et al. 2014) . Toddler NutriSTEP ® is novel in that it is comprehensive and includes attributes (e.g., physical growth and development, physical activity and sedentary behaviour, and family factors related to nutrition) in addition to dietary intake that differentiates it from the Australian food-group-based dietary questionnaire, that was validated relative to a food frequency questionnaire (Bell et al. 2014) . Further, the Toddler NutriSTEP ® assesses comprehensive nutrition risk compared to other toddler questionnaires that focus only on caregiver feeding practices and behaviour. assessment. The sample size for all phases met or exceeded recommendations and was sufficient to answer the research questions. This study is not, however, without limitations. As convenience and purposive samples were recruited, it is not surprising that demographics were not consistent with the Canadian population; the reliability sample had higher levels of education and the validation sample had a higher representation of vulnerable groups compared to the Canadian population (Statistics Canada 2011). As such, prevalence estimates of nutrition risk from these studies need confirmation in a population-level representative sample of Canadian toddlers; however, the validity of the tool is not affected by this sampling bias. Key intercept interviews, although completed by highly-trained interviewers, were likely completed by engaged parents who may be atypical. Nevertheless, quality insights into comprehension of the questions were provided from this group and the reliability and validation samples did not identify any further challenges with the questionnaire itself.
Conclusions
Toddler NutriSTEP ® is a rigorously-developed, valid and reliable nutrition risk screening tool for use by parents of children aged 18-35 months. This tool fills an important research and practice gap as well as offers potential for population health surveillance and monitoring of nutrition risk. Well-baby visits become less frequent after the second year of life. Toddlers continue to transition fully to 
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